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Clinical Approach to Incidental Pancreatic Cystic Neoplasm in Outpatient Clinics

Young Sik Woo and Kyu Taek Lee'

Department of Internal Medicine, Hallym University College of Medicine, Chuncheon, Department of Internal Medicine, Sungkyunkwan
University School of Medicine, Seoul®, Korea

Cystic lesions of the pancreas are increasingly observed due to increased use of abdominal images. The malignant rate of pancreas
cystic lesion varies widely between various types. Identification of malignant or high-risk lesions is important when determining the
appropriate course of management. Using these image findings, including cyst size, presence of solid components, and pancreatic
duct involvement, the 2012 International Association of Pancreatology (IAP) and the 2015 American Gastroenterological Association
(AGA) guidelines provide a rationale in identifying higher risk patients requiring further workups using an endoscopic ultrasound (EUS).
EUS with fine needle aspiration and cytology allows confirmation of the cyst type and determines the risk of malignancy. Small cysts
with no suspicious features may undergo the regular imaging study for regular surveillance due to low risk for malignancy. In this re-
view, the differences between the 2012 IAP and 2015 AGA guidelines are presented, In addition to possible recommendations for
management and surveillance. (Korean J Gastroenterol 2017;70:13-20)
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Table 1. Chracteristics of Pancreatic Cystic Lesions
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Type of cyst Key features

Malignancy rate, %

Intraductal papillary mucinous neoplasm

Main duct Mucinous. Segmental or diffuse dilatation of MPD. 38-68%1416
MPD diameter >10 mm is highly suggestive of malignancy and 5-9 mm is
moderately suggestive of malignancy.
Branch duct Mucinous. Communicates with MPD and no MPD dilatation. 12-47%5°
Mixed Satisfy criteria for both main duct and branch duct IPMN. 386571416
Mucinous cystic neoplasm Mucinous. No communication with duct. 10-17%%*
Occurs exclusively in middle age female (mean age, 48-55 y).
Body and tail of pancreas most common locations.
Solid pseudopapillary neoplasm Rare. Occurs more often in young female (mean age, 30 y). 820228
Large, mixed solid and cystic lesion.
Serous cystic adenoma Serous. Honeycomb appearance and central scar. 0

Macrocystic variant appears similar to MCN.

MPD, main pancreatic duct; IPMN, intraductal papillary mucinous neoplasms; MCN, mucinous cystic neoplasm.
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Table 2. Cystic Fluid Analysis for Incidental Pancreatic Cystic Lesion

Diagnostic performance Positive result
String sign (>1 cm, >1 sec) 95% specificity44 Mucinous
CEA >192 ng/mL 73% sensitivity, 84% specificity45 Mucinous
CEA <5 ng/mL 100% sensitivity, 86% specificity%'47 Serous
Amylase <250 U/L 44% sensitivity, 98% specificity*® Exclude pseudocyst
Cytology Poor sensitivity, high specificity Malignant

CEA, carcinoembryonic antigen.
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Table 3. Difference between the 2012 IAP and the 2015 AGA Guidelines for the Management of Pancreatic Cystsg'10

2012 IAP

2015 AGA

Targeted patients
Recommended image modality
Risk factor High-risk stigmatas

Obstructive jaundice

Suspected MCN and IPMN
Pancreatic protocol CT or MRI

All incidental pancreatic cysts
Pancreas MRI with MRCP

Enhancing solid component

MPD 10 mm
Worrisome features
Cyst >3 cm

Thickened/enhancing cyst wall

MPD 5-9 mm

High-risk features
Cyst >3 cm
Associated solid component
Dilatated MPD

Nonenhancing mural nodule
Abrupt change in PD caliber with distal pancreatic atrophy

Threshold for EUS

Threshold for surgery

Surveillance protocols in unresected cyst
Stopping surveillance in unresected cyst

1 worrisome feature
1 high-risk stigmata

Frequent surveillance based on cyst size
No recommendation to stop

At least 2 risk factors

MRI'in 1 yr and then every 2 yr
After 5 yr of stable cyst
Surgically unfit patients

IAP, International Association of Pancreatology; AGA, American Gastroenterological Association; EUS, endoscopic ultrasonography; MCN, mucinous
cystic neoplasm; IPMN, intraductal papillary mucinous neoplasm; CT, computed tomography; MRI, magnetic resonance imaging; MPD, main
pancreatic duct; PD, pancreatic duct; MRCP, magnetic resonance cholangiopancreatography.
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Table 4. Recommended Indication for Endoscopic Ultrasound Guided
Fine Needle Aspiration of Pancreatic Cysts

Cyst size >3 cm

Diameter of main pancreatic duct >5 mm
Solid component

Thickened or enhanced cyst wall

Change of cyst size during surveillance
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Table 5. Recommended Indications for Resection of Pancreatic Cysts in Accordance to the 2012 IAP and the 2015 AGA Guidelines®°

Diagnosis 2012 IAP 2015 AGA

MCN Resection Resection

MD-IPMN Resection Resection®

Mixed-IPMN Resection Resection®

BD-IPMN Pancreatitis (for relief of symptoms) Solid component and MPD >5 mm (both on EUS and MRI)

Obstructive jaundice

Solid component

MPD >10 mm

Cytologic features of adenocarcinoma
Definite mural nodule on EUS

MPD features suspicious for involvement®
>3 cm cyst in young surgically fit patient

and/or concerning features on EUS and EUS-FNA®

IAP, International Association of Pancreatology; AGA, American Gastroenterological Association; MCN, mucinous cystic neoplasm; MD-IPMN, main
duct-intraductal papillary mucinous neoplasm; Mixed-IPMN, mixed type-intraductal papillary mucinous neoplasm; BD-IPMN, branch duct-
intraductal papillary mucinous neoplasm; MPD, main pancreatic duct; EUS, endoscopic ultrasonography; MRI, magnetic resonance imaging;

EUS-FNA, endoscopic ultrasound guided fine needle aspiration.

“Presence of a nodule or malignant cytologic features; ®Definite mural nodule, positive cytology for malignancy; “Presence of thickened walls,
intraductal mucin, or mural nodules is suggestive of MPD involvement; in their absence, MPD involvement is inconclusive.
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